Patholoqical report (Dr. Muende).-The first section was taken from a small pustule.
There is a very large intradermal pustule, the roof of which is composed of a few layers of parakeratotic horn cells, except peripherally, where there is a thin horny fringe. The base consists of a very thin and compressed stratum malpighii, the cells of which exhibit a marked degree of intracellular, but comparatively little intercellular cedema, with considerable intercellular immigration of leucocytes, which are chiefly polymorphonuclear. Some of these epidermal cells show a marked eosinophilia, and resemble the balloon cells of herpes zoster; some others show large and occasionally duplicated nuclei with well-developed nucleoli. In the corium, the papillEe are very dilated and cedematous; the blood-vessels are engorged, and in the papillae generally, and also around the hair follicles, there is a marked leucocytic infiltration, the cells here being chiefly of the small leucocyte type. The vesicle fluid contains a very large number of degenerated white blood-cells, together with fibrin.
In the second section, from a more advanced lesion, the cap of the pustule is now absent, and the stratum malpighii has completely disappeared in the central third of the base where there are now several large engorged blood-vessels. The corium beneath the pustule is comparatively free from cellular infiltration.
The third section is from a lichenoid lesion. Here the stratum malpighii has regained its normal appearance, but is now covered with a thick scale of alternating keratosis and parakeratosis. The papille are widely dilated and cedematous, and contain very large congested blood-vessels. There is also a sparse cellular infiltration in the papille and also around the superficial blood-vessels.
The patient, a man aged 49, was first seen in August 1931. He presented on both legs, from the junction of the upper and middle thirds down to the hollows below the inner ankles, a number of raised, warty tumours, some isolated, others running together to form ridges or masses of irregular contour. The individual lesions, though varying in size up to that of a shilling, rose sharply from the surrounding-apparently normal-skin; they were dome-shaped and some had a central depression; they had a dull purplish colour and the surface was studded with large pits and covered with fine, dry scales. To the feel the lesions were very hard. The patient complained of considerable itching in them.
Biopsy was performed on 1.3.34, and Dr. Freudentbal reported as follows:-"A piece of skin-4 cm. by 2 cm.-was taken from the left leg so as to include a prominent lesion, pitted in the centre. Corresponding to the clinical features the papillary body in the middle of the slide appears broader, the rete and the horny layer prominent. In the centre of this prominence is to be seen a clearly marked pit of the rete and the horny layer, which at this point has about ten to twelve times the normal thickness. Below this epidermal pit there is in the papillary body a dense lymphocytic infiltration, which is sharply demarcated from the lower part of the cutis. The infiltration decreases towards the morgins of the slide. In sections stained with methyl-violet a substance is seen stained red metachromatically, in the papillary body, especially in the tips of the papillie, in the form of smaller or larger clumps, and trabecule mostly grouped. The merachromasia, shape, grouping, and position in the skin is characteristic of amyloid. A second biopsy in the healthy skin in the vicinity of the diseased part shows no amyloid." I diagnosed it as lichen obtusus, meaning by that not the type which is also called prurigo nodularis, but the other type, which is thought by many to be a form of verrucose lichen planus. At a meeting of the Section in December, 1921,1 1 showed an almost similar case, but there was certain evidence-apparently absent from this case-of lichen planus inside the mouth. The present patient had been treated in the out-patient department for some time with, apparently, no effect at all, though some X-ray treatment relieved the itching. Dr Since the diagnosis of amyloidosis was made the patient has been put on a low protein diet (19' grm. per diem) and the nodules and plaques have definitely flattened down somewhat.
Discu88ion.-Dr. MUENDE said he thought this case represented hypertrophic lichen planus. Dr. Freudenthal had said that amyloid change was not found normally in lichen planus, but he (the speaker) thought it was found in hypertrophic conditions of the epidermis, such as warts, and therefore it would not be exceptional to find it in the hypertroDhic epidermal condition which Dr. Gray was showing.
1 Archiv f. Derm. and Syph., 1930., clxii, 40. Dr. A. M. H. GRAY (in reply) said he admitted that the question which had been raised was a difficult one. He thought this was a case of lichen planus hypertrophicus, but the two points he had mentioned had some bearing on the diagnosis. Dr. Freudenthal had pointed out that amyloid change did occur in many epithelial degenerating conditions, such as epithelioma and warts, and he appeared to hold the view that there were different types of amyloid disease of the skin, that in the case of epithelial tumours it was a pure degenerative change, and that the present type of case was a definite amyloid disturbance of the skin as a whole. And the fact that these changes did not occur in the ordinary characteristic warty lesions associated with lichen plahus suggested that there might be a distinction between this type and ordinary warty lichen planus. But Dr. Freudenthal did not wish to lay down the law about it; he treated the cases as matter for investigation.
With regard to the white spots in the mouth, one morning there had been a crop of white spots on the inner side of the right cheek, but an hour later, when Dr. Freudenthal saw the case, practically all the spots had gone that did not look as if they were lichen planus lesions in the mouth. One must await further observations on the subject.
